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1. Purpose - This circular provides a descriFtion of those procedures
responsibilities required by the local IHS service units and Bl A
agencies that wll assure that a student's conplete health record is
available to school health clinics at the tinme the student arrives at
the boarding school

2, Back%round- It is inportant to the health of the boarding schoo
student that conplete health information |ncIud[n? hi story,

| muni zation status, physical examnation, special treatnent
programs, and prohibited activities be known to school health
personnel

3. Policy - OFEP and IHS staff wll prepare and transnmit conplete health
information for all students who are applying for hoarding schoo
pl acenent according to the procedures as outlined in this circular
4. Procedures
A Responsibilities of OEP Agencyl or Tribal Education Office
(i1 A boarding school student applicant contacts an Agency

Office or a Tribal Education Office functioning under a
P.L. 93-638 contract.

lagency is defined to include: . _ .
(1) An Area education office directed by an Education Program Admi nistrator
(2) An Agency education office directed by an Agency Superintendent for
Education (ASE), and , o _
(3) Afield education office served by an Education Specialist or Socia
Worker, located at an Agency office where there is not an ASE
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8.

(i1)

(V

|t is the responsibility of the A?ency Ofice or Tribal.
Ofice to request that the local IRS facility, as far in
advance of the opening of school as possible, carry out
the health aﬁpral sal of student applicants and conplete
these three health docunents:

a.  Report of Medical Exam nation (HRSA-197; 3-74) - Itens

1, 2, 4-8, and 10-18 are to he conpleted by the Agency
or Tribal Ofice.

b. I'mmunization and Sensitivity Record (HRSA-216; 4-79).

c. Consent of Parent or Legal CGuardian or Qther Person
Wo, Has Primary Responsihilty for the Care of the
Child (HRSA-47;," 4-81).

The Agency or Tribal Ofice will file conpleted
applications for ﬁl acenent (including the three IRS
docunments) with the appropriate school 30 or nore days
before the opening of school.

| f an% or all of the health docunents are not available 30
dars efore the school opens the inconplete application
wll be transmtted to the school at that time. For
practical purposes this neans that the health documents
must be received by the Agency or Tribal Ofice no later
than the first day of August,, if the health information is
to be included with the other documents.

Authorization for student travel will not be provided
until all the necessary health documents have been

aefcei ved and processed by the Agency or Tribal Education
i ce.

Responsi bilities of the Boarding School

(i)

(i1)

Routine School Admissions. As soon as the three IHS |
nearth documents of an accepted student have been received
by the school, the admnistrative staff will transmt them
to the Director of the School Health Clinic or designated
per son.

Energency School Pl acement

a. Energency school placenent is the necessary placenent
of a student within 24-48 hours which prevents
utilizing the normal forms processing procedure.
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b. Wthin two working days after an emergency school
placenent of a student, the school admnistrative
office wll transmt the followng information to the
Director of the School Health Qinic:

Nane of Student

Hone address of Student

Name of Student's home health care facility
c. It will then be the responsibility of the Schoo

health Cinic to obtain the health docunents and to
carry out any necessary health appraisals.

C. Responsibility of IHS Facilities

(1)
(i1)

(i)

Lines of communication are to be devel oped between the IHS
facility and the O EP Agency or Tribal Education Office

Cinical services nust be provided efficiently and
rap|d|¥, and forms processed in a timely fashion so that
Stﬁdﬁn s application can be transmtted to the boarding
school .

The nedical examnation is to be recorded on the Report of
Medi cal Exami nation (HRSA-1971, which is to be kept in the
patient's clinical chart. Oy ‘this Tormitens L. Z 48

and 10-18 are to e conpl eted by the Agency or Tribal
Office and the remainder by the health provider or
grOV|derS. Item 39 pertains to item 38. Itens 27, 28, 29

0, 31, 40, 41 and 42 are not required unless aIread%
known or specifically indicated. Items 22, 23, 24 should
be carried out by a dentist, and items 40 and 42, by an
audi ol ogi st, audiometric technician or nurse.

A student in need of imunizations should be given them at
the time of the physical examnation, but a signed
authorization is of course required. Qherwse the
student nust return for imunization wth relevant
"I'mportant Information” forns signed by a parent or
?uard|an . The health provider wll, as necessary, bring
dmg | mmuni zation and Sensitivity Record (HRSA-216) up to
ate.

The heal th provider will secure the si%pature of a parent
or guardian on the Consent Form (HRSA-47) and give copy 3
to the signatory.
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i
d
t

rectly to the student or t |
hemto the Agency or Tribal Education Office.

The IHS staff will either %ive the following documents
e parent/guardian or transmt

a. Photocopg) of conpleted Report of Medical Exam nation

b.

C.

(Hi SA- 19

Phot ocoph of u{)-to-date | muni zation and Sensitivity
Record (Hi SA-216).

Copies 1 and 2 of Consent Form (HRSA-47).

0. Responsibilities of School health Cinic

(1) Routine School Admi ssions

a.

Wthin four weeks the available health docunents of
each student are to be reviewed for conpleteness and
necessary action.

Each student’s health programis to be carried forward
as indicated (including scheduling of dental, hearing
or visual examnations as necessary).

In the case of inconplete or mssing reports, the
necessary information is to be obtaned as described
for emergency placements.

(ii)  Emergency School Placenent

a.

The Director of the School Health Clinic will within
one week of notification of an energency school
placement send a witten request to the IRS Service

Unit. Director (SUD) of the student’s home health care

facility for:

Pronpt forwarding of a copy of the Imunization
and Sensitivity Record (WA-216).

Pronpt forwarding of a copX of the Report of
Medi cal Exami nation SHRSA- 971) as nearly
conpletely “filled out as local health records
wll permt.

Forwarding of signed copies 1 and 2 of the
Consent Form (HRSA-47) as soon as these can be
obtained. (Copy 2 is to be transmtted to the
school admnistrative office).
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It is recomended that these requests be mde al so by

tel ephone, and directed to the person (e.g., health
Records Chief, Cinical Director, Cinic Nurse, Comunity
Heal th Nurse) designated by the SUD as responsible for
securing and forwarding the information.

b. If the requested material is not received within three
weeks, the Director of the School health Cinic wll
once again wite the SUD, sending a copy of this

commnication to the IHS Area Director.

c. The student’s health plan is to be carried forward as
indicated fol lowing review of his records (including
scheduling of dental, hearing and visual exam nations
as necessary). After three weeks if the Report of
Medi cal Exam nation (HRSA-197) is not yet available, a
physi cal exam nation shoul d be done.

E- Updating of |nmunizations

(1) Routine |mmunization. Needed immunizations nax be given
onl'y after recerpt of the Consent stub(s) of the relevant
“I'mportant Information forn(s), signed by an Authorized
Person.  The Authorized Person is the parent or guardian,
or the student hinmherself if of adult age as defined by
the [aw of the State in which the school is |ocated.

(i) Acute Injury. A Tetanus/Diphtheria booster gTd)_may be
grven 1n emergency situations wthout formally 'signed
authorization, if reconmended by a health provider. |t j
advi sabl e, however, that an Authorized Person be c.onta.ctea
after the fact and requested to sign for the | munization.

R /%/7/% }% v

R. Rhoades, M.D.

_ 1+ "Director, Office of Indian
Assi stant Surgeon Ceneral Educat i on Prograns
Director, Indian Health Service Bureau of Indian Affairs
Heal th Resources and Services Departnent of the Interior

Admnistration
Public Health Service
Departnent of Health and

uman Servi ces



Form 5-192 UNITED STATES Date received ond spprones
April 1964 , DEPARTMERT OF THE iIRTERIOR
Code 12 3 *  Buregu of Indian Affairs Boarding 6chool official
k567

APPLICATION FOR AIRMISSION TO BOARDIAG SCHOOL

1. Appllpattoh of

Loyt Nome o ) _Fun B Moddbe
2. Othér‘nqngszby”éhiéh applicant 13 Ynown___ L . _Census %,
). FPor admission to: dQrade_ Schoe) »
Scheol address Date of application
k. Ageney Trive Degree Indian
5 Sex___ Date of dbirth . Verified by
Monte Doy ’ Yeor .
6. Btrthplace: State o County Town

7. Name, relationship, and address of person with whom applicant lives and to whom correspondence
shoulq be direc;ed

8. Legal residence: On trust land Ofe trust land

§. Language spoken in the home

10. How far does applicant live from a schooi he can attend!

11, Grades taught Is transportation furnisheds
12. Schools Previcusly Attended Address Dates Cog$§ii:d‘ Reasons fer Leaving
13, Facts about Prrents ©~ = Father ¥other

Full name

Post office address

If not living, glve year of death
Agency where enrolled 7T

Trive, roll number, degree Indlan

14, If parents are not on the rolls, give napes of grandpar-ats

17. Xo. of brothers: Oldes

Sounges ¥o, of s:ilerz: Older

Younger

20. Can applicant pay for transportation to dor:i.lng school?




21. [ K. T am a nigh school pupil and I have J1sted my vocationsl o speclal Interests Delou:
(1) (2) (3

22. I am legilly responsible for this appilcant and ‘hereoy apply for his admitgion to boarding school.-
"I give my consent to -em:rgency cperatxans. psych atrie treatment,and dental or minor surgery, {f such
-procedure becomes necessary while the child {s {7 school. I alse approve such innoculstions and
treatments in the field of preventive medicine as may be deemed necessary by medical personnel.

Stgnature (a)

Parent Relationship Address -
Signature I} : -
Legsl Guardian Relationship Aderess
Signature of Adult Student '
23. FEDICAL CERTIFICAT

Underscore diseases applicant has had: Chickenpox, di phtheria. measles, tudberculosis, typho:d
scarlet fever, smallpox, whooping cough, trachoma, other

I, a duly licensed practicing physician, have examined the applicant and find him in proper phy:st-
cal condition to attend school, All deviat.o“s from the norral are noted below. The applicant is
net afflicted with a communicabtle disease which woi 'Y menace the hezlth of other :up‘ls. (If evi-

dence exists of tuberculos!s, it it astive or arrested aczording to standards of ~.°.7, ———

Signed . K.D. Address Date

CERSIFICATE OF ELICTETLITY
Favorable action is recormended upon this applicaticrn because the case conforms to the following
eriteria for boarding school earollpent, (Give all applicabdle criteria.)

24

.

Signed Title Date
For Education . :

Signed ______ Titie ' ___Tate
Fbr‘ﬂ!ltare C e ———— -

. CrRTIPICATE CF AU"HOPIZING AD"I”' TRATIVE OFFICIAL

e5. 1 certify that the ap;‘iuant is degrne of ladlan tlood, member of the
Tride and the following are attacred: medical cerii:ic-te, birth certificate.,
student transfer record, -~ recommend favoradle action on this application,

Signed Title ————— Date

ACTION OF AREA OPFICE HaVI®C JUNISDICTION
2€6. dpproved Disapproved Date
Reason for disapproval

Signed Concurrence
Ared Uirector of Scrools Area Socia) Worker

.ACTION OP SECCND AREA OFFICE
27. Porvarded by Area Director of Schools Area. Date___ ..

CRTEABS, 2utrle. POIOE . Stewsc e
STARITY maswti. TALEE  Sreirtirmman
rwris La, .. L TN [ oad




HRSA-197 (FORMERLY HSA-197)

12/82

CLINICAL RECORD ~ REPORT OF MEDICAL EXAMINATION OF SCHOOL CHILDREN

1. NaAME flast, first, middle) 2, NAME OF SCHOOL 3. REGISTRATION NO.

4. OTHER NAMES uUsgo (last, first, middle) 8. DEGREE OF 8LO00D|6. TRIBE 7. TR{BAL IDENTIFI.
CATION NO,

8. PERMANENT ADORESS OF PARENT OR GUARDIAN o -?foTNEVOF EXAMINA.

10. PLACE OF BIRTH V1. DATE OF BIRTH 12, AGE | 13, SEX |14, OTHER CLINIC OR SCHOOL ATTENDED

13, FATHER'S NAME 18, PLACE OF BIRTH 17. MOTHER'S MAIDEN NAME 18, PLACE OF BIRTH

19. SIGNIFICANT FAMILY HISTORY (List tuberculosis, venereal dissase, diabetes, epilepsy, trachoma in family. Also, if parents not living,
indicate cause of death,)
1
20, SIGNIFICANT PERSONAL HISTORY (List, with dates where possible, history of rheumatic fever, chorea, tuberculosis, asthma, convulsive
disorder, diabetes, otitis media, pneumonia, trachoma, other serious illness or hospitalization and menstrual history.)
1
21. SIGNIFICANT SOCIAL HISTORY
22. DENTAL (Place appropriate symbols above or below number of upper and lower teeth, REMARKS AND ADDITIONAL DENTAL
respectively.) DEFECTS AND DISEASES
0 — Restorable teeth X — Missing teeth (6x8) ~ Fixed bridge, brackets
! — Non-restorable teeth XXX — Replaced by dentures to include abutments,
R
é12345e7a’910n121314|5te'§
o 32 3V 30 2% 28 27 26 zsj 24 23 22 2% 20 i 18 17 F
=)
23. DATE OF DENTAL 24. SIGNATURE OF EXAMINER
EXAMINATION
LABORATORY FINDINGS
25, URINALYSIS 26, HEMATOCRIT OR HEMOGLOBIN
A, SPECIFIC GRAVITY D. MICROSCOPIC
B. ALBUMIN
C. SUGAR
27. SEROLOGY (Specify test used 28. EKG 29, BLOOD TYPE 30, OTHER TESTS
and result.) AND RH FACTOR
cHEST X-RAYS (Place, date, film number and result.) 32. NAME OF FACILITY OR CLINIC

31,




MEASUREMENTS AND OTHER FINDINGS

33. HEIGHT 34. WEIGHT 38, BUILD 36, BLOCD PRESSURE (Arm at hear! lav-.l)
[CIscenoer  Imenium [TJneavy  [JosEese A Systolic B. Diastolic
37. PULSE (Arm &t heart level) 8. VISION — 38. DATE OF EXAMINATION AND SIGNATURE OF
EXAMINER
A Sitting Right 20/ _ Corr. 10 20/
B. Aker ‘exerci‘se Left 2/ .. Cotr. to D/ .

40. HEARING (Indicate teet used and lindings)
Left

Right

41, PSYCHOLOGICAL AND PSYCHOMOTOR (Teats used and score.)

42. DATE OF EXAMINATION AND SIGNATURE OF EXAMINER

43. CLINICAL EVALUATION (Check each Item in appropriate column.)

aB. NOT
NORMAL|\ormaL | EYAL: ITEM

HEAD, FACE, NECK AND SCALP

NOSE

SINUSES

MOUTH AND THROAT

EARS - GENERAL

ORUMS (Perforation)

EYES . GENERAL (Include examination
for trachoma)

OPHTHALMOSCOPIC

PUPILS AND CCUL AR MOTILITY

LUNGS AND CHEST

HEART AND VASCUL AR SYSTEM

ABDOMEN AND VISCERA (Include
hemils)

ANUS AND RECTUM

ENDOCRINE SYSTEM (Include indication
of puberty)

G-U SYSTEM

UPPER EXTREMITIES

FEET AND LOWER EXTREMITIES

SPINE, OTHER MUSCULOSKELETAL

IDENTIFYING BODY MARKS,
SCARS, TATYOOS

SKIN LYMPHATICS

NEUROLOGIC (Equilibrium
included)

Ve

PSYCHIATRIC (Specily any known per
sonality deviation)

44. NOTES (Describe every abnormality in detail. Enfer pertinent
Item Letter belore sach comment.)

45, SUMMARY OF DEFECTS AND DIAGNOSES (List diagnoses with Item Letters. Include sllergies, especially drug allergies.)

4¢. RECOMMENDATIONS (Further sapecialist examinations and follow-up indicated. Specify.)

47. SIGNATURE OF EXAMINING PHYSICIAN

48. DATE

HRSA-197 (BACK) (FORMERLY HSA-197)

12/82



HSA-216
REv.8.81

IMMUNIZATION AND SENSITIVITY RECORD

1 have read the information contained in the important information Forms noted next to-my signature below or on the reverse side. | have had the
opportunity fo ask questions, which were answered to my satisfaction. | believe | understand the beneflts and risks of the vaccine(s) and request
that the vaccine(s) indicated on this form be given to me of the person named on this health record for whom | am authorized to make j'his request.

Vaccine

Signature
Date

Signature of Person to Receive
Vaccine or Person Authorized
to Make Request

Form Number
and Date

Mfg. and
Lot No.

Vacci-
nation
Date

Vaccine
Site

o Signature
A\ of Provider

#1 DTP

#2DTP

#3 0TP

#4 0TP

#5 DTP

POLIO (Circle Type)

#1 Sabin (TOPV)
Salk (IPV)

#2 Sabin (TOFV)
Salk (IPV)

#3 Sabin (TOPV)
Salk (IPV)

#4 Sabin (TOPV)
salk (PV)

#5 Sabin (TOPV)
Salk (IPV)

DTorTd

TETANUS

MMR

MEASLES

MUMPS

RUBELLA =

Patient Identification



Signature of Person 10 Recelive Vacci-
Vaccine Signature Vgccln @ or Person Authorized Form Number Mig. and nation Vaccine Signature
Oate to Make Request and Date Lot No. Date A Site of Provider
iNFLUENZA _
PNEUMOCOCCAL VACCINE
OTHERS
1
TUBERCULIN TEST
Date Signature Date Signature Date Signature Date Signature
Given of Provider Read Results of Provider Given of Provider Read Results of Provider
OTHER SENSITIVITY TESTS (Coccl, etc.)
Date Signature Date Signature Date Signature Date Signature
Given of Provider Read Results of Provider Given of Provider Read Resuits of Provider
HSA-216 (Back)

Rev. 8-81



REv. a1 DEPARTMENT OF HEALTH AND HUMAN SERVICES

PUBLIC HEALTH 8ERVICE
INDIAN HEALTH SERVICE

CONSENT OF PARENT OR LEGAL GUARDIAN OR OTHER PERSON V/ .
WHOQ HAS PRIMARY RESPONSIBILITY FOR THE CARE OF THE CHILD

(Before completing this form, please read information on reverse side.)

Name of . Birth
Student Date
1 (We),

have read the Consent Form for the Indlan Health Service to arrange for or to provide the following health services for this child:

1. Health care including medical examinations, routine laboratory studies/x-ray procedures, and skin tests.

2. Dental care including dental examinations, preventive use of fluorides and necessary emergency dental care.
3. Mental health services including evaluation and treatment as necessary.

4. Emergency health care for accidents or illness.

S. Transportation of the child to and/or from another health facility for these services.

O I hereby give consent for all of the above services.

O Exceptions or Special instructions:

Signed

Address

Relationship

Date Valid Until;

PLEASE RETURN THIS FORM TO THE SCHOOL
{The third page of this form is for you to keep)

1/ Person is defined as one who in the absence of the parent or legal guardian provides a home for the child such as next of kin.

ORIGINAL ... (IHS RECORD)



DEFINITIONS

1. HEALTHCARE: - ‘ S
Health cire is tha provision of haalth sarvices of prm_mlyo. diagnostic, therqpeutlc lndlor‘rohablllmlvo nature that do nogﬁinvolve major surgical procedures.

Tho phrbme of & medical examination is 10 nppraisé ihe chiid's health and physical condition. The medical oxaminationt consists of two parts: in the first ban. qQuestions are
asked relative to the heaith, present and past, of the child and his/her parents; In the second part, a thorough examination is made of the child’s body, including welight,
helght, biood pressure, vision, and hearing.

Laboratory studies include teats of urine and blood.
X-rays are taksn when necessary to see if there is any abnormality within the body.

A skin test consists of the injection Into the skin of about & drop of & substance such as '*tuberculin’’ or ‘‘coccidicidin.’” By means of these tests and x-rays of the chest the
physician determines whether the patient has or has had tuberculosis or valley fever,

2. DENTAL CARE:
Dentai care begins with the dental examination, which consist of (a) axamining teeth, gums, tongue, and other parts of mouth with dental mirror and explorer {probe) and
(o) taking dental x-rays as neaded.

Routine dental care includes those sarvices necsssary to prevent the loss of teeth, suth as cleaning the teeth, applying fluoride 10 the teeth, filling decayed teeth, and putiing
testh in order to prevent infection or clear up existing infection.

Necessary emergency dental care consists of those services that cannat be deferred without endangering the child's health or life, such as the relief of pain, the clearing up
of infection, and the control of bleeding.

3. MENTAL HEALTH SERVICES:
Mental health services include psychological and psycho-educational testing, paychlatric evaluation, and consultation or assessment by mental health professionals. The
information obtained is used to determine if it s appropriate or neceasary to develop a treatment program for the child.

4. EMERGENCY HEALTH CARE:
Emergency health care includes surgical and/or non-surgical procedures that cannot be deferred without endangering the child’s heaith or tife. Surgical procedures that can
be deferred are not authorized by the consent in this form. In such cases the specific authorization for surgery from the parent or legal guardian is required.

PRIVACY ACT PUBLIC LAW 83-579

The Privacy Act of 1874 establishes procedures to protect information which the Federal government coliects about individuals. The basic authority for deiivery of Healtt
is the 25 USC 13, commonly referred to as the Synder Act.

Pubtic Law 83-638 authorizes the Public Hea!th Servica to anter into contracts and grants with tribal organizations to carry out any Indian Heaith Service functions, authorities
and responsibitities. indlan Health Care improvement Act, Public Law 84-437 expands the provision of health services lo Indians based on the soncept of Inc:an self-
datermination.

The Indian Health Service personne! wiil not tell anyone what is in & medical record without the patient's writtan consent or the consent of a persor with authority to act on
behaif of the child. With a few axceptions, copies of a record, In part or total, may be disclosed to.

T s1ate, «ocal or other authorized, organizations which provide heaith sarvices to American Indlans and Ajaskan Natives lor the purpase of planniag for or

provic:ng such services; billing third parties for the payment of care, and reporting resuits of medica! sxaminat:cn, care and treatment.

To individuals and organizations deemed quaiified by the Secrstary to carry out specific research soiely for the purpose of carrying out such researcn,

To ‘ecsral and non-feceral achoc! systems wnich serve American tndlan and Alaska Native children for the purpose of stucent neaitn Mainienance. YWe reiease

10 scrooi personne! only the heaith care information that affects the hesith, safety, and learning neecs of the studenrt whiie attencing schoot.

To the Bureau of Incian Affairs ang their contractors for the identification of American (adian ana Alaska Native handicappes chiidren »» support of P,
-142, the Education for All Handlicapped Chitdren Act of 1575,

To organizat:ons deemed qualified by the Secretary to carry out quallty assessment, medica! audita or utilizaticn.

To autnorizea organizations or ingividuals for conduct or snalytica! anc svaiuation studles sponsored by the (ndia~ F2aith Service.

To a Cangresssional office in response to an inquiry from that office made at the request of the subject ingiviauai.

To federal. state 8nd iocal (8w enfcrcement agencies as may be required by law.

tndian Heaith Service personne: will not tell anyone what i3 in your chilg’s medical record without your writlen permissicn, a!ificul ilher nouty:ng you oF pudiian:ng 3 =2
nctice 1n the Federal Registar describing & new category of necessary disciosure. if you have any questicns about this ‘orm 3r heaith recors, vou May asx 3% 'nJ.an ~eaitn
Servica doctor or nurse to explain it to you. . .



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PUBLIC HEALTH SERVICE .
HEALTH SERVICES ADMINISTRATION

INDIAN HEALTH SERVICE

Dear Parent or Guardian: _

The Indian Health Service is asking yot to complete and sign the attached consent form in order to
arrange for or provide health services for your child/children while in attendance at school. This
includes medical and dental care (including emergency services when necessary). ‘

The attached Consent Form for School Health Services provides information about the services
available while your child attends school. If you desire to share your responsibility for the health
care of your child, the Indian Health Service must have a signed consent form in his/her health
record. You have the right to approve the entire consent form or write your exceptions or special
instructions in the space provided.

The Indian Health Service will collect the information for proper health care and use the information
to treat your child or for the purposes described on the back of the consent form.

You are urged to sign this consent form which is for the cutrent school year. A new form will be
required for each school year. Please return this form to the school or the local IHS clinic.

Thank you very much for your assistance.

Attachment

Clinic

PHS Indian Health Service



